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Overview and Purpose of this Document 
 
NHS 111 and GP Out of Hours (OOH) services are critical to the safe delivery 
of urgent care to the patients of Hertfordshire. East and North Hertfordshire 
Clinical Commissioning Group (ENHCCG) and Herts Valleys CCG (HVCCG) 
have a current Joint contract to provide NHS 111 and GP OOH services across 
Hertfordshire.  This contract is provided by Herts Urgent Care (HUC) with 
contracts for both of the services were to expire.  It has been agreed that these 
contracts will be extended until September 2016 to allow for a full re-
procurement, market engagement and tendering process of these contracts. 
 
This will provide the opportunity to look at the current service provisions which 
exist across Hertfordshire and redesign these services to meet the urgent and 
emergency care needs of our growing population in line with current and future 
commissioning intentions.  
 
GP Out of Hours Services and 111 are an integral part of the unscheduled 
health care economy. The vision for unscheduled care is to commission an 
integrated urgent care system that reduces demand for hospital based services 
through commissioning responsive, accessible and integrated services outside 
of hospital. The aim is for these services to offer choice, value for money and 
patient focused care, and for them to be developed around the CCG’s 
localities. The OOHs and NHS 111 Services would be key components within 
this model. 

 
There is also a need to develop services around existing strategic change 
programmes, including on-going changes in the models of care at the Lister 
and QEII Hospitals, as well as Barnet and Chase Farm.  
 
In September 2014, the Government also announced plans to ensure that by 
2020 GP surgeries are available 7 days a week between 8 and 8. This will 
change the days and hours of operation required from an OOHs Service, with 
implementation being made over the next five years. 
 
The emergent national drive towards co-commissioning has the potential to 
give CCG’s greater authority over current GMS and PMS Contracts, with the 
aim of driving greater integration of out of hospital services.  
 
 
In summary we believe there are 3 overarching objectives for NHS 111, Urgent 
Care Services and AIHVS, which fit in with the CCG’s strategic direction and 
objectives: 

 
i. Improve access and responsiveness with a reduction in 

inequalities 
 

• Improve access and responsiveness by delivering improved 
service integration and seamless care for patients, delivering the 
NHS Mandate and Constitution as well as Care Act duties  

• delivering a better patient experience of well-co-ordinated and 
responsive urgent care that is based on your  clinical  needs. 
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ii. Improve clinical effectiveness of Urgent Care Services 

 
• Improve clinical effectiveness by delivering improved outcomes 

for populations and patients   
• delivering improved workforce multidisciplinary working, 

Hertfordshire recruitment and retention of excellent staff. 
 
iii. Improve efficiency and VFM for taxpayers.   

 
• Improved efficiency and VFM by delivering a fit for purpose 

contract with a lead provider 
•  delivery of IT and technology platform connectivity to ensure 

patient safety and service performance is measured.   

 
This draft document outlines the key principles which we believe need to be 
considered when redesigning the service together with several key 
recommendations on how the Out of Hours GP service and NHS 111 service 
may be envisaged.   
 
The challenges are complex but NHS England’s Out-of- Hospital Urgent 
Care Vision is simple: 
 
"For those people with urgent but non-life threatening needs we must provide 
highly responsive, effective and personalised services outside of hospital. 
These services should deliver care in or as close to people’s homes as 
possible, minimising disruption and inconvenience for patients and their 
families." 
 
And… 
  
"we must connect all urgent and emergency care services together so the 
overall system becomes more than just the sum of its parts."   
  

 5 



Current provision of urgent and emergency services in Hertfordshire 
 
The urgent and emergency care system in Hertfordshire is not dissimilar to 
other parts of the country. There are a variety of health service offerings to 
patients, which overlap each other, have different names for similar services 
and see and treat different conditions depending on their contractual position. 
 
The interrelationships between out-of-hospital urgent care services are looking 
increasingly anachronistic.  In addition, the core offer for ‘in-hours’ general 
practice is confusing  - with historically targeted but piecemeal initiatives aimed 
at improving patient access sometimes failing to address the modern 
requirement for 24/7 access to medical advice (e.g. GP-led 8-8 health centres). 
There is a lack of clarity from a patient perspective about how they should 
access services or indeed the best way to navigate the various options that 
exist across the county. 
 
Moreover, the resilience, and availability, of community-based services and the 
important relationship with social care services compounds difficulties in the 
acute hospital sector – leading to unnecessary admissions and delayed 
discharges.   
 
This silo development has been unintentional but is now driving a need for a 
fundamental reassessment for how each of these services should be shaped 
and commissioned in future to deliver a fully integrated, efficient and cost 
effective service for patients. It became very clear that the pressures on the 
system experienced over the Christmas holiday were exacerbated by the lack 
of co-ordination. 
 
We need to consider the opportunities afforded by the new models of care 
outlined in the Five Year Forward View – they could significantly impact plans 
to re-procure current OOH and NHS 111 services – with a new, single or multi-
speciality, integrated primary, community and/or acute care provider picking up 
these services in time.   
 
Some smaller scale (locality based) projects like HomeFirst have been 
commissioned; however future models will require system wide integration to 
deliver a more cost effective and timely service provision. 
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Currently in Hertfordshire there are: 
 

- 2 Emergency Departments or EDs (Lister and Watford) 
- 2 Urgent Care Centre’s or UCCs (QEII and Hemel Hempstead) 
- 2 Minor Injury Units or MIUs (Cheshunt and St Albans) 
- 2 GP Led Health Centre’s (Spring House and Hemel GP led health 

centre)  
- 10 Out of Hours Primary Care Centre’s (see map below) 
- A Countywide NHS 111 service 
- Ambulance services provided by EEAST 
- Acute in hours home visiting service (AIHVS) in East and North 

Hertfordshire 
- Home First 
- Community services: Mental Health single point of access and HCT 

services 
- Prime Ministers Challenge Fund service in Watford (and potentially 

others depending on Wave 2 applications)  
 
At present in Hertfordshire, Herts Urgent Care (HUC) is contracted to 
provide: 
 

- OOHs GP services 
- NHS 111 
- AIHVS 
- Hemel Hempstead GP led health centre 
- GP cover to Hemel Hempstead UCC and QEII UCC 
- Dental helpline for urgent dental related problems 

 
 
The following table shows the activity within the OOHs GP service for 
January 2015: 
 
Total Number of cases managed by OOH 15665 

 
Number of cases telephone triaged. 13255 

 
Number of patients seen in an OOH base 8579 

 
Number of Home Visits 1809 
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The NHS 111 call centre is currently located in Welwyn Garden City. HUC 
provide OOHs services from 10 different locations as shown below: 
 

 
 
 
The current opening times of the different locations are: 
 
  MON TO FRI SATURDAY SUNDAY 
HERTFORD 19.00 to 23.00 07.00-23.00 07.00-23.00 
CHESHUNT Closed 09.00-23.00 09.00-13.00 
BISHOPS STORTFORD 20.00-23.30 08.00 to 23.00 

(Not Open All the 
time) 

08.00 to 23.00 
(Not Open All the 
time) 

QEII 19.00 to 23.00 07.00 to 23.00 07.00 to 23.00 
LISTER 19.00 to 23.00 07.00 to 23.00 07.00 to 23.00 
ST ALBANS 19.00 to 23.00 07.00 to 20.00 07.00 to 19.00 
WATFORD 19.00 to 23.00 07.00 to 23.00 07.00 to 23.00 
HEMEL HEMPSTEAD 19.00 to 23.00 07.00 to 23.00 07.00 to 23.00 
BOREHAMWOOD 19.30 to 23.30 08.00 to 23.00 08.00 to 23.00 
POTTERS BAR Closed 13.00 to 17.00 13.00 to 17.00 
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The most recent activity spread for January 2015 for all 111 calls received 
taken by HUC shows: 
 
111 Cases for East and North Hertfordshire CCG 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
111 Cases for Herts Valleys CCG 
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Challenges for the future 
 

1. Providing a more integrated patient focused service as opposed to a 
provider protective service 

2. Reducing duplication of work  
3. Using fewer resources more effectively 
4. Modeling services to meet different demands in geographical locations 

 
“…local health services are responding to far-and-away the highest ever 
number of ambulance calls, A&E attendances and emergency admissions in 
the NHS’ history…….That’s why the NHS, the Department of Health and local 
clinicians have done everything that could reasonably be expected to plan 
carefully and expand services over the winter…  
 
But for the future it’s clear we also need a fundamental redesign of the 
NHS urgent care ‘front door’ – A&E, GPs, 999, 111, Out of Hours, 
community and social care services – as part of the broader programme of 
care transformation set out in the NHS Five Year Forward View”, Simon 
Stevens, January 2015. 
 
 
Evidence to support change: 
 
According to the Primary Care Foundation “Breaking the mould without 
breaking the system” published in 2011, six central themes have been 
identified for commissioners to consider as part of re-designing an out of hours 
and urgent care system.  
 
 

 

Commissioners have 6 central themes to consider 

1. Build care around the patients and not the existing services 

2. Simplify an often complicated, fragmented system 

3. Insure the urgent care system works together rather than pulling apart 

4. Acknowledge prompt care is good care 

5. Focus at all stages for effective commissioning 

6. Offer clear leadership across the system while acknowledging its 
complexity.  
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Dr Mike Dixon, GP and Chairman of the NHS Alliance wrote “Urgent care of 
the future could be more joined up, provide better value for money and offer 
better patient care. Too often the incentives in the system encourage 
organisations to work against each other rather than as partners bound 
together to deliver the best possible care. The current pressure on budgets, 
combined with a fresh policy perspective from a new administration that is 
prioritizing integrated 24/7 urgent care, makes it possible for commissioners to 
take a long, hard look at the current pattern of provision” (2011). 

According to Dr Agnelo Fernandes, GP and RCGP Lead for Urgent Care when 
speaking about the OOHs service re-design in Croydon “The UCC and 111 
service developments gave us the chance to change the GP out of hours 
contract and as a result, reduced activity to the GP out of hours service by half. 
It did what it is supposed to do: integrating 24/7 GP out of hours provision to 
the urgent and emergency care services by whole system approach” (2013). 

The need for change: 

This vision document does not promote change for change sake, but responds 
to the need for improvement in the way people access services, and the re-
design builds on what currently works well and proposes changes to areas that 
need improving.  

“Increasing growth in emergency admissions and increasing patient 
expectations in terms of quality and accessibility, coupled with predicted 
growth in population and the impact of demographic changes with technology 
advances, means that people are living longer. However as they get older they 
are more likely to present with more complex and multiple conditions”, Carson 
(2011).  

NHS 111 has great potential as the Urgent and Emergency Care system 
integrator – managing and supporting the overall urgent care pathway. It is 
safe and has a high public satisfaction rating; however, there are a number of 
challenges and/or threats: 

• Increasing volume of  calls - Volumes are regularly exceeding those 
anticipated (or paid for) by the current contracts 

• Unexpected spikes in demand can present operational challenges for 
a non-networked provider system – there is still no optimum delivery 
model. 

• Providing capacity when there are difficulties in recruiting and 
retaining excellent call advisors.  

As the procurement of the NHS 111 and OOH contract is about to start we 
need to ensure that we have a clear plan for the contractual and operational 
shift required to deliver more coherent services. For example the requirement 
to be integrated with OOH needs to be better defined.  
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Key Principles to consider when redesigning NHS 111 and GP 
Out of Hours Services 

1. Needs to be considered a part of the Unplanned System NOT an 
extension of day-time GP service 

2. Needs to be a single service from the patients perspective 

3. Duplication of clinical activity wastes resources and delays treatment 
provision 

4. Needs direct link with NHS111, ideally same provider 

5. Consideration of workforce demands when redesigning the service 

6. Needs to have one hub co-located with each major ED and act as 
triage for service 

7. Multi disciplinary team incorporated in the 111 service 

8. Increased utilisation of community pharmacy 

9. Standardisation of service nomenclature and offerings across 
Hertfordshire 

10. Single provider v Separate provider model for 111/OOH 

11. Access to Records - Investment into IT and improving IG across the 
system 

12. System evolution though the contract period 

 

1. Needs to be considered a part of the Unplanned System NOT an 
extension of day-time GP service 
 
Primary care is currently undergoing an overhaul in the way it provides 
services to patients. This involves GP practices working closer together 
as part of larger federations, working longer hours including late opening 
on evenings and weekends, as well as an increased shift of work from 
secondary care to primary care. Patients expect a more consistent 
delivery of service across all hours of the day, 7 days a week as this is 
seen as an effective mechanism to reduce and where possible prevent 
the use of emergency and secondary care services. 
 
In 2004 when the last GP contract was negotiated, GPs were able to opt 
out of providing direct care for their patients when surgeries were closed 
and instead out of hours GP services  delivered this care through co-
operative arrangements where local GPs looked after patients from all 
practices in the surrounding area.  
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Further improvements resulted in larger countywide providers evolving 
into the current model of the out of hours care where patients are either 
seen if they present with an urgent primary-care problem or are 
reassured and redirected back to their own GP to be seen in normal 
working hours. 
 
It is better to have Out of Hospital care and the clinical advice that 
supports it as one (i.e. one service offering clinical advice and face to 
face treatment for non emergency 999 calls, NHS 111 calls, historic GP 
OOH activity and dental). This requires a shift in GP behaviour.  
 
If out of hours GP services are to be considered an integral part of the 
urgent care system it must also be duly supported by integrated IT 
systems, allowing doctors access to medical records as well as the 
ability to arrange necessary investigations and treatment. OOH's GP's 
should also be able to advise on referrals on behalf of the patients own 
GP for the patient’s best interest. Most patients see out of hour services 
as a lesser offering then other urgent care services and therefore self 
select to attend these despite media, publicity and patient education. 
 
 

 
2. Needs to be a single service from the patients perspective  

 
Different elements of care within the urgent care network can be 
provided by different providers with expertise in that area (i.e. falls, 
wound care, catheter care etc.) – however the transfer of care between 
providers needs to be seamless, synergistic and with the patients best 
interest in mind, as opposed to provider protective looking at individual 
contract performance measures. (i.e. home visiting low acuity patients 
with minor problems who are about to breach 6 hours, as opposed to 
focusing on later presenting higher priority cases). 
 
All providers should have access to a combined urgent care system 
dashboard with real time information available so they understand both 
the upstream challenges ahead as well as the downstream effect of 
their actions on the wider urgent care system. 
 
 
 

3. Duplication of clinical activity wastes resources and delays 
treatment provision 
 
This applies most importantly to staff resources, for example paramedic 
/ district nurse attending a patient and subsequently requesting a GP 
home visit or face to face appointment for minor ailments (i.e. can the Dr 
come and “check” this lady who we are not taking to hospital). 
Duplication also occurs through multiple re-triage of patients throughout 
the system (i.e. 111 contact followed by OOH GP telephone triage 
followed by OOH GP base appointment).  
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Financial incentives need to be aligned so commissioners stop paying 
more than once for the same service provided at different points in the 
system. Where patients are seen face-to-face, it is more effective to set 
up a service to see and treat patients straightaway rather than rely 
heavily on triage process subsequently followed by a second full 
consultation. 
 

4. OOHs needs direct links with NHS111, ideally same provider 
 

Where NHS 111 and OOH services are currently integrated, or closely 
aligned, data shows that some patients are receiving quicker response 
times and there is less impact on higher acuity ‘downstream services 

 
Commissioners should look to integrate the GP triage into the 111 
service to provide input into the higher acuity ED and and those 
ambulances triaged / coded as Green 1 or 2 ambulances. They should 
also consider adopting a multi-disciplinary OPERATIONS CENTRE 
model which would work across all urgent care providers i.e. primary 
care, 111, mental health, pharmacy, dental service, community health 
and also bringing in elements of social care. 
 
There needs to be a road map to begin incorporating various services 
into a single point of access (SPA) as opposed to multiple single points 
of access. (An example of this is the Mental Health NHS 111 pilot, which 
could act as a model for using available cloud based telephony 
technology to overcome physical barriers to offer patients a seamless 
point of contact. This could then later be incorporated into a single 
OPERATIONS CENTRE as each individual service is re-designed and 
integrated into the model.   

 
5. Consideration of workforce demands when redesigning the service 

 
Workforce planning will be essential if the 111 and Out Of Hours Service 
is to meet the staffing demands of any future redesign. This will require 
an understanding of the make-up of the current workforce, an 
investigation into future service needs and an analysis of the type and 
size of workforce required to meet them. 
 
There is currently a lot of awareness into the recruitment issues faced in 
primary care both nationally and locally. This includes the recruitment of 
GP's, nurses and other healthcare providers.  In addition as the 111 
service is maturing and receiving increased call volumes year on year, it 
will become increasingly essential to recruit and retain both call handlers 
and clinical advisors in order for the service to run smoothly.  
 
Consideration should be given to maximising the skills that our current 
workforce possesses, many of which are currently under utilised e.g. 
nurse practitioners being able to perform home visits for patients with 
UTI's and chest infections. The proposed benefits of optimising the skill 
mix include improving the cost effectiveness of service delivery, 
addressing skills shortages and improving patient outcomes by ensuring 
that people see staff with appropriate expertise. 
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The design of the urgent care model should also be flexible enough to 
cope if workforce demands prevent the service from running at fully 
staffed capacities.  This may involve the creation of Central Operation 
cells where multidisciplinary services can be delivered, or the ability to 
close peripheral OOH bases and redirecting patients to Tier 1 central 
bases.  

 
6. Needs to have one hub co-located with each major ED and act as 

triage for service.  
 
Presently overnight OOHs provision is not available at the 2 major EDs 
in Hertfordshire, therefore limiting the provision and ability to support 
EDs better as well as participating in effective navigation and triage of 
patients and providing primary care. 
 
Patients who telephone NHS 111 and need to be seen by the out of 
hours service overnight are currently booked appointments at Welwyn 
Garden City and Hemel Hempstead. However those attending both 
Watford and Lister ED with primary care problems are usually seen 
within the ED department as they are not keen to travel several miles to 
another site. 
 
Looking at current activity and hotspots, there are multiple efficiencies to 
be gained by having overnight OOH GP services aligned and co-located 
at each major emergency department.  This allows the service to be 
better placed to respond to pressures in the emergency and urgent care 
systems in a more joined up manner. 
 

7. Multi disciplinary team incorporated in the 111 service 
 
There is increasing evidence through NHS 111 Learning and 
Developmental Pilots that integration of other specialities into the 111-
call centre favourably improves outcomes for patients and 
commissioners.  The members of this multidisciplinary team may 
include call handlers, clinical advisors, GP's, pharmacists, paramedics, 
mental health workers and dentists.  By utilising the different skill mix on 
offer early on in the patient's journey through the urgent care system, 
patient care, experience and outcome and improved.  

 
Dame Barbara Hakin, National Director of Commissioning Operations 
for 111 recently wrote to all commissioners of 111 services to consider 
utilising GP's within the service for early re-triage of Green ambulances 
and early support for clinicians, both of which have shown favourable 
results in previous pilots.   
There will be continuing national guidance on the best utilisation of other 
healthcare professionals and the roles they employ within the 111 
service through further Learning and Development Pilots. This 
continuing change will need to be reflected when re-procuring an 
enhanced 111 service. 
 

 
 15 



8. There has to be better utilization of community pharmacy for minor 
illnesses.  
 
The Royal Pharmaceutical Society (RPS) believes that pharmacists are 
an underutilised resource in the delivery of better urgent and emergency 
care for patients and in a recent publication to its members, made the 
following recommendations: 

 
• NHS England should nationally contract all community pharmacies 

to provide a common ailment service 
• All ED departments should incorporate a pharmacist to manage 

medicines related issues  
• NHS 111 should ensure, as part of the national standards, that 

pharmacists are considered as an option to support urgent and 
emergency care at a local level, particularly around treatment of 
common ailments and emergency supplies of medicines. 

 
The procurement of the NHS 111 and OOH service must involve 
utilising the under-tapped resource of pharmacists through the process 
of service re-design, commissioning of pharmacy services and through 
local contract arrangements and payment mechanisms with 
pharmacies. 

 
Suggestion and principles to consider include: 

 
• The redirection of patients from NHS 111 into directly booked 

appointments at pharmacies. This may be to all pharmacies across 
Hertfordshire, selected pharmacies within different localities, to a 
group of chemists etc. 

• The facilitation of repeat and urgent medication requests using e-
prescribing. 

• Facilitating the access for SCR to be available in community 
pharmacies  

• Using pharmacy more routinely for medication enquiries and advice 
• Empowering pharmacists to be able to treat minor conditions 

through locally commissioned Minor Ailment Schemes (e.g. UTI's, 
skin infections, nail bed infections, conjunctivitis) 

 
9. Standardisation of service nomenclature and offerings across 

Hertfordshire 
 
Patients, as well as health care professionals often find it very difficult to 
navigate across the wide range of urgent and emergency care services 
that are available in Hertfordshire.  The array of nomenclature used for 
different services is confusing as well as the types of services available 
at different locations. When an urgent healthcare problem arises, 
patients want to be able to access a service that ensures they get the 
right care when needed rather than decide if they should go to the UCC, 
MIU, A&E, OOH base, PCC etc. 
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In addition, services with the same name may offer different services 
e.g. the Urgent Care Centre (UCC) in Hemel Hempstead and the UCC 
at Welwyn Garden City.   

 
Therefore, the "branding" and nomenclature of urgent and emergency 
care services have to be simplified and standardised, taking into 
account the views from Patient Groups. Consideration also has to be 
given to naming services which are co-located at the same premises 
e.g. Minor Injury Units (MIU) at St Albans and Cheshunt are co-located 
with an Out of Hours Primary Care Centre, 3 different services are 
based at the Hemel Hospital Site (PCC, OOH base and UCC). 

 
• Single name for similar services to avoid confusion for patients e.g. 

UCC / MIU 
• UCC in Hemel offers different services compared to UCC in QE2 
• Should we have an OOHs PCC? Does this add another level of 

confusion i.e. Lister ED, Lister UCC, Lister PCC – what does this matter 
to patients as long as service is consistent and uniform 

• St Albans and Cheshunt are MIUs with co-located OOHs PCC 
• Patients, health care professionals (and commissioners) may not always 

understand the variances 
  
10. Single provider versus separate provider model for 111/OOH  

 
NHS 111 and GP OOHs are essentially 2 different types of service.  The 
former is a telephone navigational tool (which in certain cases also 
triages and provides treatment). It is underpinned by the Directory of 
Services (DoS) and therefore can navigate across the entire health care 
system. There are plans for online versions of NHS 111, mobile DoS 
and clinical DoS, which will be available shortly. The latter is a treatment 
service that extends the provision of primary care services beyond the 
closure of GP surgeries. In order for the whole systems approach in 
urgent care to be effective, both need to work synergistically. 

 
There are advantages and disadvantages of having a single provider for 
both services versus two separate providers.  However, current trends 
from various other CCG areas in England re-procuring both the 111 and 
Out of Hours GP services favour a single provider solution as currently 
exists in Hertfordshire (eg. Cambridge and Peterborough, Haringey). 

 
The benefits from an integrated single model for OOH's and 111 
include: 

 
A. A streamlined patient journey with call operators able to book patients 

directly into the OOH's service.  
B. Reduced risk of the patient being "bounced" around the system 
C. Increased patient compliance with direct booking 
D. Integration of patient systems and audits, therefore it is easier to track 

the patient's journey through the two services 
E. Improved efficiencies through economies of scale by sharing the same 

management and administration teams  
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F. More flexibility to respond to service challenges 
G. Better sharing of information 
H. Only one contract for CCG's to manage 
I. Opportunities to embed some OOH telephone components  within NHS 

111 allows a higher level of clinical input early on. 
J. The 111  minimum dataset nationally reveals a trend of lower 

ambulance and ED disposition where and integrated service exists 
rather than two separate providers  

 
The benefits from a separate provider model include: 

 
1. Quicker implementation of the service 
2. Easier to scope and perform as a discrete services 
3. Not limiting ourselves to a smaller pool of providers and attracting 

specialist providers with knowledge and expertise in either NHS 111 or 
GP OOHs. 

4. National development of services is very focused to NHS 111 but not to 
OOH's and therefore having two providers may allow the OOH service 
to develop insidiously. 

5. Reduced need for IT integration 
 

11. Access to records - Investment into IT and improving IG across the 
system  

  
Within the NHS, there are multiple services within primary and 
secondary care which access and utilise different sets of patient records 
through a myriad of software systems. This extends to GP surgeries, 
OOH GP providers, Acute Hospital Trusts as well as other providers 
such as the ambulance service, NHS 111, nursing and residential 
homes, hospices and community care providers. A number of private 
providers who are commissioned either nationally or locally to provide 
bespoke NHS services also access this information i.e. Spire, Ramsay, 
St Andrews etc. 
 
Through the NHS Spine some elements of the patient information 
(demographics, GP details, NHS number etc.) are available to most 
parts of the health service. 
 
There have been many projects from large-scale national programmes 
(e.g. NPfIT), to regional developments (e.g. care-connect) to local 
initiatives (e.g. county wide SystmOne access) that have had varying 
degrees of success and failure for multiple reasons.  
 
From a provider (clinician) perspective; improving access to medical 
records is a key priority for the NHS to aspire towards; which will lead to 
improved outcomes for patients through the delivery of a safer and 
higher quality service. With an aging and more mobile population; this 
becomes more important for relevant elements of patient medical 
information to be more transparent across the health care system. 
 
From a user (patient) perspective; many patients believe that their 
medical information is already available to healthcare professionals 
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when they access different elements of the NHS. Patients are surprised 
to find out that hospitals, A+E’s and urgent care providers, OOH’s GP’s, 
NHS 111 etc. do not share access to the same set of clinical records. 
They are often bemused with the lack of technological ability to access 
clinical records from other providers, often relying on telephone calls to 
GP surgeries when they are open, and waiting for call backs from GP’s 
and information transfer via a safe haven fax. 
 
There are 4 main areas of focus for Access to Records from NHS 111 
and OOH GPs perspective: 
 

1. Increase the uptake and utilisation of Summary Care Records (SCR) by 
the various stakeholders within the local urgent care system, and make 
SCR access mandatory at all stages of a patients journey. 

 
2. Understand various types of ‘Special Patient Notes’ being currently used 

in Hertfordshire and to recommend best practice guidelines for the 
future, including sharing with EDs, ambulances, hospices, nursing 
homes etc. 

 
3. Co-ordinate with the ‘End of Life’ team in both CCGs to ensure the local 

recommendation and direction around ‘End of Life’ or Palliative care 
records embedding within NHS 111  

 
4. Understand various other locally shared records that can be imbedded 

within NHS 111 and to recommend best practice guidelines for the 
future i.e. treatment plans for mental health patients, unplanned 
admissions care plans etc. 
 
The system also needs to include a single reporting mechanism of 
outcomes to avoid duplication – this needs to be built upon through 
each step of the patient journey as opposed to multiple reports being 
generated from each provider encounter. 
 
A key success factor will be developing common information 
governance (IG) principles between all local service providers, that is in 
line with recommended IG and Caldicott principles, but also allows the 
sharing of relevant information to improve patient outcomes. 
 

12. System evolution through the contract period 
 

The contract for NHS 111 and OOHs services in Hertfordshire needs to 
allow for changes to be made depending on recommendations from the 
Central NHS 111 team and therefore the financial envelope also needs 
to allow for this to occur along with the quality premium QIPP.   
 
Along with the multiple developments occurring in NHS 111, primary 
care is also changing. Currently GP surgeries are required to remain 
open until 6:30pm, however this may change over the next 3-5 years 
with more extended opening weekend work and multidisciplinary 
approaches to delivery of care both in and out of hours.  
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The new contract needs to allow for all of these changes to be brought 
into the system without waiting for service re-procurement to occur 
through the process of contract variation at certain intervals. For 
example a contract review and system design could be scheduled to 
occur every 18 months. 
 

Locality variation: 
 
There are three categories of localities in Hertfordshire. These are: 
 

A. Localities with a major emergency departments located within it i.e. 
Stevenage and Watford. These localities have higher A&E attendances 
and the higher rate of emergency or unplanned admissions is likely to 
be a result of the proximity of the emergency departments and easy 
access to the departments as compared to out of hours hours and in 
hours primary-care. 

 
B. Localities surrounding those with the major emergency 

department which may or may not have a local primary care out of 
hours centre i.e. North Hertfordshire, Upper Lea Valley.  In these 
localities patient either travel to the local emergency department where 
out of hours bases are located or have a local out of hours space which 
may reflect positively with emergency department attendances. 

 
C. Localities which have a major emergency department located 

outside the CCG boundary and therefore see a greater flow of patients 
to out of area hospitals rather than a locally commissioned emergency 
service i.e. Stort Valley & Villages, Borehamwood.  These areas 
typically have local primary care centres but evaluation of the service 
utilisation at these bases shows that they are largely underutilized 
compared to other areas. 

 
Some areas like Welwyn Garden City and Hemel Hempstead already have 
urgent care centres within the locality with accompanying primary care out of 
our bases. Recent  changes to the hospital configuration in these localities 
means we are now seeing a new pattern patient flow emerging from these two 
localities which is yet to be fully understood. 
 
Any new model of out of hour’s primary-care design needs to take into account 
current trends of patient flow and direction of travel to the emergency 
departments when deciding on where to locate out of our basis. 
 
Future contract and performance of NHS 111 and Out of Hours service will 
report at practice and locality level activity and utilisation, in order to allow 
management of demand and reduce variation which are not clinically justified 
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Delivering the vision – what could best practice look like? 
 
The current components that need to function as one and interface seamlessly 
for patients with urgent care needs are: 
 

• Self-care 
o NHS Choices options and other web based NHS advice  
o Local Directory of Services 
o Voluntary patient support group information 
o Advanced care planned fast-track access to advice/care 

 
• Community pharmacy 

o Walk-in and referral options 
o Consider/develop a new national minor ailment service 

 
• All hours General Practice (in-hours and out –of –hours) including 

particularly 
o On line booking all practices 
o Advice and visiting service for care homes 
o End of life care 
o Hospital discharge reception (if required)  

 
• All hours urgent Dentistry advice and treatment 

 
• All hours community care – home healthcare support 

 
• All hours social care – home personal care support 

 
• All hours telephone advice (NHS 111) with clinical advice/decision-

making support  
 

• All hours ambulance service paramedic care and conveyance to 
achieve care 
 

• All hours expert/senior decision-support from hospital-based 
specialists (networked)  
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Vision for NHS 111/ OOHs integration into the Hertfordshire Urgent Care 
System – Specific Recommendations  
 
Listed below are some specific points and themes which need to be 
considered when redesigning and re-procuring our NHS111 and Out of hours 
service provisions and contracts. 
 
 
 
A. NHS 111 Specific 
 
 
1. 
 

 
Provide the technological (IT) and telephony links between NHS 111 
and all key providers (HCT, HPFT, Acute Hospital Trusts as well as 
other community stakeholders. 
 

 
2. 
 

 
Enhance and expand the clinical mix within the NHS 111 call centre. 
This will support enhanced triage by incorporating specialist staff 
within the NHS 111 service i.e. GP, dental triage, pharmacist, 
paediatric nurse, mental health clinician – this could be either through 
the use of cloud based remote working or on site within an 
OPERATIONS CENTRE.  
 

 
3. 
 

 
Develop an in house enhanced training pathway for clinical advisors 
and call handlers to improve job satisfaction and retention. As all 
clinical advisors are professionally regulated nurses and paramedics, 
they should have a shared role in OOHs combined with NHS 111 call 
centre work, and major centre (ED) streaming roles. 
 

 
4. 
 

 
Improving the value that NHS 111 can provide to palliative care 
patients through care plan sharing, direct call processing (avoiding full 
pathways analysis) and strategically co-locating palliative care 
services within the 111 service.  

 
5. 
 

 
Direct booking of appropriate appointments in to GP surgeries. This 
would include both same day (urgent) appointments and routine 
appointments.  
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B. Out of Hours Specific 

 
 
1. 
 

 
OOHs having (major) tier 1 OOH bases co-located within the 2 
Hertfordshire EDs, with 2 further tier 1 bases located strategically 
across Hertfordshire to meet patient demands. These may not 
necessarily be located at Welwyn and Hemel Hempstead, but could 
be located elsewhere to manage flow of patients to out of area EDs 
like PAH, Barnet and Stoke Mandeville Hospitals 
 

 
2. 
 

 
Creation of a system of tier 2 satellite bases with opening hours and 
clinical cover modeled on existing demand and patient flows. 
 

 
3. 
 

 
Defining the criteria of home visits that specifically require a senior 
GP review, as there are a number of conditions where home visits 
could be conducted using other clinicians with the ability to prescribe 
medication or speak to the senior GP in the OPERATIONS CENTRE.  
 

 
4. 
 

 
Winter / summer spread – ability to flex and alter service delivery 
models to take into account seasonal and bank holiday variations. 
 

 
5. 
 

 
A clear understanding of the roles auxiliary staff can perform and the 
effectiveness of their role within the OOH service eg nurse 
practitioners working in major centres. Recent updates by the Nursing 
and Midwifery Council (NMC) have restricted the ability of nurses to 
treat children less than 1 year of age and pregnant women, limiting 
their effectiveness in busier centres. Is this a reason why GPs tend 
not to choose these centres to undertake OOHs work (e.g. Lister and 
Watford)? 
 

 
6. 
 

 
Incentives for all OOH GPs to complete OOHs clinical supervisors 
course. Hertfordshire GP trainees can add value to the service 
provision both during their training and post qualification. However, 
they are currently struggling to find supervised trainer shifts. Some 
premises are also not suitable for training during OOHs – so local 
trainees are going out of county, which is a loss of service provision. 
 

 
7. 
 

 
Rates of pay to be tiered with variations in pay for tier 1 and tier 2 
locations, to reflect the workload and complexity of patients including 
ED re-directions, and GP streaming role.  
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8. 
 

 
Incentivise block bookings and regular shift bookings to encourage 
local GPs to return and continue working for the local OOHs GP 
service. Any system that incentivises last minute bookings must be 
avoided. 
 

 
9. 
 

 
There must be greater emphasis placed on quality through effective 
QIPP to include antibiotic prescribing, outcomes analysis of OOHs 
heralded ED and hospital admissions and requests for in hours GP 
follow up appointments.  
 

 
10. 
 

 
Improve pathways for the management of catheter and wound care. 
In addition more work is required to develop specific pathways for 
diagnosing and treating DVTs and cellulitis consistently through the 
out of hours period.  
 

 
11. 
 

 
At present OOHs clinicians often have no choice but to admit frail and 
elderly patients for social reasons. As an initial step, OOHs clinicians 
require better connected service delivery with community treatment 
teams and social services, to allow for alternative care pathways to be 
used when necessary to minimise admission to hospital on social 
grounds. 
 

 
12. 
 

 
Access to hospital pathology systems like ICE. At present any 
hospital doctor (FY1 and above) through user based access via NHS 
smartcards can check blood results for any patient on the system – 
this same privilege is not provided to senior GPs in the out of hours 
settings, thereby limiting their ability to manage abnormal blood 
results, which is a common cause for regular inappropriate home 
visits. 
 

13. Home visiting car shifts can originate from Operations Cells or Tier 1 
bases rather than originating from the majority of bases.  This would 
reduce the inefficiencies resulting from GP's having to switch between 
seeing patients at a base and conducting home visits several times 
during a shift.  
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C. Linkage between NHS 111, OOHs and the wider urgent care system 
 

1. Major centre model at the 2 EDs - This can include rapid access triage 
and treatment at the front door which has shown improved ambulance 
turn around times in other places (e.g. Croydon). 

In Tower Hamlets, a GP streaming model at the emergency 
department was introduced to direct non-urgent cases to primary care. 
Clinical audit showed that 87% patients contacted were satisfied with 
the streaming process. Many of the patients were younger people, 
and a high proportion were minor injuries such as soft tissue injuries 
and sprains. Streaming was found to be effective but also clinician 
dependent.  

 

2. 
 
To consider having an AIVHS service to be county wide and to 
integrate with the OOH GP visiting service, essentially creating a 24 
hour GP visiting service.  This will allow the workflow to be better 
managed over a 24 hour period.   
 
The visiting service could also work closer with ambulance services 
and other domiciliary services i.e. community nursing to allow for rapid 
assessment of high risk patients, reducing both morbidity and 
mortality. 
 

3. 
 
To consider developing alternative care pathways with the ambulance 
trusts so that ambulances have the option of taking patients to 
alternative places of care such as UCC's and Tier 1 Centres rather 
than conveying all patients to ED as a default.  
 
Can local pathways be developed to include a greater number of “see 
and treat” cases, including defining these further and therefore 
incorporating these pathways to have better alignment with GPs both 
in and out of hours?  
 
 
 

4. 
 
Ambulances/Taxis must be contracted to convey patients to places of 
care if needed. A type of patient transport services needs to be 
considered to avoid unnecessary home visits for mobile patients, who 
otherwise would come to the base if transportation were available 
especially evenings, over night and during winter months.  
 
EEAST already have a contract with 2 taxi companies in the East of 
England to use for patient transport services. This could be 
incorporated into a Hertfordshire model.  
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5. 
 
Improved links with care homes across Hertfordshire through the 
provision of IT terminals with video facility in each care home, to allow 
for rapid patient analysis; and through direct contact with the 
OPERATIONS CENTRE, a relevant treatment plan for a patient can 
be formulated and medication arranged without the need for GP 
nursing home visits for low acuity presentations i.e. UTI’s, analgesia. 
A scheme where by OOHs clinicians can authorise medication use 
over the telephone, with each care home being provided with a 
standardised pack of standby medication (common antibiotics, 
analgesia). 
 

6,  
Raised awareness required: A survey commissioned by the NAO 
found that around a quarter of people had not heard of out-of-hours 
GP services. Awareness among groups, including younger people 
and people from black and minority ethnic communities, was lower 
than among others. People who had not heard of out-of-hours GP 
services were more likely to go to A&E departments or call 999 if they 
or their family felt unwell during the night or at the weekend.  
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Patient Vignettes - Examples of how better integration of Primary Care 
and Out of Hours services can benefit patients.  
 
Mary in 2015 – current system 
 
Mary is a 32 year old lady who has recently been going through a tough time 
and is finding it difficult to cope with the stresses of life and work.  She has two 
young children who she is trying to look after as well as maintain a full time job.  
She has support from her husband and family but despite this is struggling to 
cope.  Things seem to be getting on top of her and reach a crisis point one 
Friday evening when she starts to develop suicidal thoughts.  She calls her GP 
surgery to seek help at 7pm but finds her surgery is closed.  She is redirected 
to 111 and after speaking to a call handler and being assessed,  she is advised 
to attend her local A&E department due to her suicidal thoughts.   
 
Mary is not sure this is the right place to go but following the advice, she 
arranges for her children to be looked after and attends A&E.  She waits 6 
hours in the department before seeing a member of the Mental Health crisis 
team.  She is assessed and is deemed low risk for suicide and is subsequently 
discharged and advised to make an appointment with her own GP the following 
week.  She struggles to cope over the weekend and the following week, calls 
her GP surgery.  She is offered an appointment in 10 days which she accepts.  
However, the following weekend, she starts to feel worse again and contacts 
the 111 service who this time book her an appointment with an OOH GP.  The 
OOH GP sees and assesses the patient and diagnoses the patient with mild / 
moderate depression.  He commences the patient on antidepressants but due 
to the limited resources available for mental health patients over the weekend, 
he advised her to see her own GP as planned, which Mary does the following 
week. 
 
Mary in 2017 – future system  
 
Mary in the same situation again calls her GP who is closed and is redirected 
to 111.  However, this time following an assessment by 111, she is identified 
as having a mental health problem and is warm transferred directly to a 
clinician at the Mental Health Single Point of Access team.  She speaks to the 
mental health advisor for 30 mins and undergoes a comprehensive mental 
health assessment by telephone where it is recognised that Mary is suffering 
from depression but has a low suicidal risk.   Mary is given a face to face 
appointment in 3 days to see a clinician from the Mental Health Team and is 
also given a crisis number to call should she worsen over the weekend.  She is 
given practical advice on how to cope through the weekend and Mary feels 
fully supported.  
 
Mary is seen the following week and commenced on treatment for her 
depression. She also has counselling arranged and is subsequently 
discharged back to the care of her GP.   
 
The provision of a 24 hour single point of access service for mental health 
patients which is integrated within the 111 service allows for Mary to receive 
better and timelier care with early diagnosis and treatment during the Out of 
Hours setting and results in a better outcome for the patient overall. 
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Toby in 2015 – current system 
 
 Toby is a 10-month baby who has a history of bronchiolitis, and suffers from 
bouts of viral induced wheezing. His parents sometime struggle to manage his 
symptoms when he gets unwell, as he requires additional attention over his 2 
siblings. He gets unwell with a temperature and slight shortness of breath 
around 4pm on a weekday evening. His mother rings up the local GP surgery 
and is offered an emergency appointment at 5:50pm with the GP. The 
receptionist does this as the GP is already busy with a fully booked emergency 
surgery since the afternoon. Toby’s father is away at work, so his mother has 
to take a bus to reach the surgery with all 3 of her children with her. His mother 
fails to bring him in for the appointment on time, and therefore reaches the 
surgery when it closed after 6:30pm. She rings the emergency telephone 
number 111, and after a long exchange with the advisor is told to wait for a GP 
call back.  
 
As Toby’s mother is alone with him, she decides to head straight to the local 
A+E instead as she was unsure of what to do next. After a further 2 hour wait 
to be assessed in A+E, she is re-directed to the OOH GP service co-located at 
the hospital, and offered an appointment at 9:30pm. By this time her husband 
meets her at the hospital with snacks for the other children as they left home at 
4:30pm.  
 
The GP conducts a thorough assessment, offers Toby a ventolin nebulizer and 
then discharges him home with a prescription for a hand held ventolin inhaler 
which his mother collects from a pharmacy at a local supermarket with late 
opening a further 5 miles away before returning home around 11pm with her 3 
children. The GP advises her to arrange a follow up appointment within the 
next few days so her GP can review Toby’s recovery, due to difficulty booking 
appointments, Toby is brought back for review almost a week later.  
 
Toby in 2017 – future system 
 
Toby’s mother is concerned about his wheezing around 4pm on a weekday 
evening. She recalls a leaflet in Toby's red book which mentions for patients to 
"call before they leave" and therefore promptly calls the 111 service.  Following 
an assessment with a call handler and clinical advisor, Toby is directly booked 
an appointment at his own GP surgery later that evening at 5.50pm 
 
Closer to the appointment time, Toby’s mother realizes she will not make it in 
time, and calls 111 again informing them she is unable to attend the 
appointment. The 111 call handler has the previous assessment details to 
hand as well as  summary care records for the patient and subsequently offers 
an Out of Hours GP appointment at the nearest base for 7pm, which is a more 
convenient time.     
 
Tobys dad arrives home from work at 6pm and remains at home to look after 
Toby’s siblings. His mother arrives promptly in time for his appointment at 7pm. 
Toby is offered a nebulizer to ease his symptoms and is discharged home with 
a prescription which is sent electronically to the co-located pharmacy service.  
Toby is also given an appointment to review his progress a day later at his own 
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GP surgery which is booked by the OOH GP.  Toby is seen the next day by his 
GP and has improved with no further clinical intervention needed.  
 
Toby in 2017 benefits from better integration of primary care services, 
especially in respect to IT systems across different providers being integrated 
and the ability for 111 to be able to directly book into GP appointments.   
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Conclusion 
 
GP Out of Hours Services and 111  are an integral part of the unscheduled 
health care economy. Any strategic planning would need to encompass and 
take into account activity flows between the two organisations. Initiatives and 
protocols to improve joint working and partnerships between urgent care 
and  NHS111 / GP out of hours will need to be developed further, not just for 
Winter Pressures planning but throughout the year. Lots of valuable work is 
already underway, it just needs greater integration and ‘acceleration into 
implementation.’   
 
We need to look at this whole agenda holistically and not within a single 
directorate, or from a single organisation, or profession’s, perspective. This 
should not be about creating new or revised strategies. All of the required work 
programmes must be consistent with the Five Year Forward View, Urgent and 
Emergency Care Review and other corporate priorities. 

The procurement of NHS 111 and OOHs in Hertfordshire requires careful 
consideration. With the evolution of NHS 111 and the changes in primary care, 
coupled with recruitment and retention problems, it is imperative that the 
service design and model is well supported by all stakeholders from primary 
care, community care and secondary care to ensure a high quality, efficient 
and sustainable service is designed and procured for all Hertfordshire patients.  

The key principles and specific recommendations described in this document 
should be included as part of the procurement process which itself should be 
inclusive to attract attention from both larger national level providers and niche 
specialist providers as well. 

 

Dr Vishen Ramkisson – Clinical Lead, ENHCCG 

Dr Vipul Parbat – Deputy Lead, HVCCG 

March 2015 
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